. Recognise the prevalence of domestic violence and question sensitively where this may be an issue
. Maintain patient records that are accurate, facilitate continuity of care and respect the patient's confidentiality . Provide information to patients on possible local support services, referral services, networks and groups for women
The consultation and domestic violence and abuse
The consultation is the cornerstone of general practice . It is where suffering can be acknowledged and hope can be offered .
The pressure to complete a consultation in 10 minutes can lead to a prioritisation of more obvious complaints, or discussions in order to meet targets, rather than exploratory discussion of patient experience.
It can also lead to what Balint (1957) referred to as the 'collusion of silence', where some topics are considered out of bounds for either, or both of, the patient and doctor.
Domestic violence and abuse (DVA) is a common problem, with a lifetime population prevalence of 1 in 4 women . In general practice, the lifetime prevalence is higher, and can reach as high as 1 in 3 (Feder et al., 2009) . In one survey of 12 general practices, 17% of women consulting doctors and nurses reported experiencing physical abuse within the previous 12 months . Despite this, it is a topic many practitioners feel fearful or nervous to approach .
This article offers advice about how to safely and effectively address DVA in a consultation. Points are illustrated with real cases drawn from qualitative interviews with GPs and patients undertaken as part of an evaluation of the Identification and Referral to Improve Safety (IRIS) training and support programme. More information can be found in Box 1.
DVA as a health issue
Over the past 20 years, a strong evidence base has developed demonstrating links between common health problems and DVA (National Institute for Health and Care Excellence (NICE), 2016). The definition of DVA is provided in Box 2.
Current or historic DVA may lie behind a range of presentations, such as pain, headaches, tiredness, low mood, anxiety, gastrointestinal complaints, and gynaecological problems . DVA during pregnancy is associated with negative health outcomes for both mother and foetus (Finnbogadóttir, Box 2. Cross-government definition of domestic violence.
Any incident or pattern of incidents of controlling, coercive or threatening behaviour, violence or abuse between those aged 16 or over who are or have been intimate partners or family members regardless of gender or sexuality. This can encompass but is not limited to the following types of abuse:
.
Psychological
Physical
Sexual
Financial
. Emotional
Controlling behaviour
Controlling behaviour is a range of acts designed to make a person subordinate and/or dependent by isolating them from sources of support, exploiting their resources and capacities for personal gain, depriving them of the means needed for independence, resistance and escape and regulating their everyday behaviour.
Coercive behaviour
Coercive behaviour is an act or a pattern of acts of assault, threats, humiliation and intimidation or other abuse that is used to harm, punish or frighten their victim.
This UK-wide definition from 2013 provided unity across definitions that were previously being used by different government departments.
. IRIS is an evidence-based DVA training and support programme
. It consists of training for the practice team, a prompt in the electronic patient record and a direct referral pathway into local specialist DVA support services
. A randomised controlled trial demonstrated it was successful at increased identification and referral for support . It has been rolled-out in 30 areas of the UK . Cases in this paper are drawn from the qualitative arm of a mixed-methods evaluation of the implementation of IRIS Dykes, & Wann-Hansson, 2016) . DVA has long-lasting effects on health, even when there is no ongoing abuse. A full list of potential associations can be found in Table 1. DVA is ubiquitous across all ethnicities, ages, classes, religions, sexualities and genders. However, there are important differences between genders. Although both men and women are affected by domestic abuse, prevalence is higher among women. In the UK, 27% of women and 13% of men have experienced some form of domestic abuse. The impact on women's health is more severe, and abuse is more lethal for women .
Globally, there has been a proliferation of studies into the role that can be played by primary care professionals in responding to domestic abuse . Primary care professionals are trusted by survivors of abuse . Women report that they want to be asked about abuse in encounters with primary care professionals . Women and men want responses from health care professionals that are non-judgmental, individually tailored, and show understanding of the complexity of partner violence but men may exhibit different help-seeking behaviour .
General practice is a safe, locally accessible place to talk about abuse. Despite being controlled by a partner, patients can bring legitimate health concerns to their GP. It is an opportunity to be alone, which may allow them to talk about current or past abuse. Moreover, as gatekeepers to other support services, GPs are well placed to offer referral to specialist domestic violence support services and can offer long-term continuity of care, which is more challenging in other services. The following sections will offer pragmatic advice about how to approach domestic violence in a consultation, with cases studies from GPs and patients.
Addressing domestic violence
Not just a single consultation
There are two important components in a disclosure of abuse: trust and safety. Rapport is an important element of a disclosure, and it may take several appointments or meetings for a patient to feel trusting enough to disclose. If there is not sufficient time to address it in one consultation, you can invite them back, safely making a note to talk about it next time. Meeting without the presence of the perpetrator is also important for a disclosure. Arranging a follow-up appointment for the patient to attend by themselves can create an opportunity to begin a discussion.
A disclosure of domestic abuse is not a one-off act. It is part of a process of change in which a patient will recognise their relationship as problematic and feel able to takes steps to address it. As such, discussions about domestic violence need not be contained within a 220 Case study 1.
Denise rarely expected a disclosure of abuse the first time she met a patient:
. 
,
They are pretty good at sussing you out, patients. I think that is why it often takes a few attendances or questioning before they disclose, they are sort of checking you out. They might come back and you think, 'Well, I am not sure why you are here because we discussed this last week!', or sometimes they come with a friend or family member and they are not the ones consulting, but then they will pitch up a week or so later with a related problem. I think patients choose what they tell GPs and who to tell. 
Finding the right moment to ask
The art of consulting involves addressing both the obvious and subtle issues that are brought by a patient. Asking about domestic violence can seem daunting, because, if the patient does not raise it, there is not always an obvious moment to ask.
There is no evidence that screening for domestic violence in primary care is more effective than clinical enquiry or case finding, but its hidden nature means doctors should have a low threshold for asking (Feder et al., 2009 , I was really depressed, and just felt lost, the only thing that came to my mind was to go to the doctor and ask for some antidepressant medication. Then when I met her, she said 'you have lots of things going on, so it is not something that I can help with antidepressant medication'. I was suffering from financial problems, living in a violent relationship, so she said 'It might help to refer you for something where they can help you with your housing issues, your financial issues and your emotional issues' and she referred me to some support services. . HARK is a validated electronic pop-up prompt that can be loaded onto a record management system to appear in the patient medical record .
. It is connected to READ codes that correlate to potential DVA.
. It is a mnemonic that stands for: Humiliate (psychological abuse), Afraid (emotional abuse), Rape (sexual abuse), Kick (physical abuse)
Explore cues
The Cambridge-Calgary (1998) consultation model highlighted the importance of looking out for verbal and non-verbal cues in what a patient is discussing that might suggest other issues.
As well as taking note of agitation or tearfulness, careful listening to the story presented by the patient can reveal hidden concerns.
Following Moulton's idea of 'golden minutes' , allowing a patient the opportunity to present their issue uninterrupted at the start of the consultation can reveal opportunities to raise the issue of domestic abuse.
Case study 3.
Angela unexpectedly discovered abuse when listening to her patient talk about bad breath:
Information provided by another agency
Domestic abuse may be brought to your attention by another service, such as social services, the police, or an emergency department. This provides an opportunity to raise the issue with the patient, for instance by exploring the incident that led to information being shared. You should not assume that other agencies have offered a referral for support services.
Validate response
Offering a non-judgemental, validating response is one of the most important things a health professional can do to support someone who has experienced domestic abuse. A feature of coercive control is that the perpetrator makes the victim feel that the abuse is their fault, that they are worthless, and that there is no hope for change.
Affirming the patient's worth is an important contribution towards them feeling able to make changes in their life. Examples of validating responses are provided in Box 4.
Case study 4.
Jean was anxious about how her GP might act after her disclosure of abuse, but received an affirming response:
Explore safety
The majority of cases of DVA that present in general practice will not require an emergency referral, being more akin to chronic conditions. 
Share the care
Being aware of the contact details of your local domestic violence support services and how to make a referral will make it easier raise the topic of abuse and to respond to a disclosure. Practical and emotional support can be provided by specialist domestic violence support services. Details of national agencies can be found in Box 5. shown to increase identification of DVA and referral for support . You should also follow the safeguarding route in your practice for children in families affected by abuse.
There is also some evidence to suggest that trauma-informed psy- 
Record in notes
Recording discussions about DVA in patient notes is important for other professionals who may be in contact with them, and for building a clearer national and local picture of the prevalence and incidence of abuse.
However, there are issues with regard to safety, due to changes in access to online records, in which the person perpetrating abuse may be able to gain access to a victim's notes.
Feder and Potter (2017) have developed guidance for safely recording DVA:
. Ensure any reference to DVA is not accidentally visible to the perpetrator during appointments. The computer screen showing the medical record should never be seen by third parties
. Ensure the decision to record the information in the perpetrator's electronic medical record (EMR) is made with due regard to the associated risks and documented
. Ensure any reference to DVA in records is redacted if provided to perpetrator unless you are certain it is information the perpetrator already knows
These are first steps towards safely recording domestic violence.
Further information can be found in the RCGP's Safeguarding Adults at Risk of Harm toolkit (Feder, & Potter, 2017) .
Self-care
John 
,
What is the effect of facing, trying to understand, hoping to overcome the extreme anguish of other persons five or six times a week? I do not speak now of physical anguish, for that can usually be relieved in a matter of minutes. I speak of the anguish of dying, of loss, of fear, of loneliness, of being desperately beside oneself, of the sense of futility. 
RCGP e-Learning
Access the Violence Against Women and Children course The RCGP's Violence Against Women and Children e-learning course enables GPs and other primary care professionals to improve their recognition of, and response to, patients suffering from violence.
RCGP Safeguarding Adults at Risk of Harm Toolkit
www.rcgp.org.uk/clinical-and-research/toolkits/safeguarding-adults-at-risk-of-harm-toolkit.aspx
24-hour National Domestic Violence Helpline
Freephone 0808 2000 247 www.nationaldomesticviolencehelpline.org.uk
A service for women experiencing domestic violence, their family, friends, colleagues and others calling on their behalf. It is run in partnership between Women's Aid and Refuge. Callers may first of all hear an answerphone message before speaking to a person.
Men's Advice Line
Freephone 0808 801 0327 -Days and times of phone support vary www.mensadviceline.org.uk/mensadvice.php A confidential helpline for all men experiencing domestic violence by a current or ex-partner. This includes all menin heterosexual or same-sex relationships. Offers emotional support, practical advice and information on a wide range of services for further help and support.
Respect Phoneline
Freephone 0808 802 4040 Days and times of phone support vary.
www.respectphoneline.org.uk A confidential helpline for people who are abusive and/or violent towards their partners. Offers information and advice to support perpetrators to stop their violence and change their abusive behaviours.
becoming a growing issue across the health care profession .
Self-care is essential in order to have the energy to engage in the issue of DVA and to release emotion felt by doing this work.
Witnessing someone's story of domestic abuse can elicit a range of reactions from practitioners, including anger, distress and anxiety. It can also connect to personal experiences and deeply held morals.
Neighbour (1986) introduced the notion of housekeeping to consultation skills. He raised the importance of acknowledging and dealing with emotions that arise from one consultation before embarking on the next, to avoid an adverse effect on the next patient interaction.
Following Balint (1957) , he acknowledged that consultations involve emotion, and that this can be draining.
The issue of having enough time to raise the topic of abuse is often secondary to having the energy to engage in the topic after a busy day of general practice. It is about a quality as well as quantity of time.
Case study 5. 
KEY POINTS
. Domestic violence is associated with a wide range of common presentations in general practice
. Preparing a context to discuss domestic violence can take place over a number of consultations . There are opportunities to ask about abuse in relation to the presenting symptom or cues offered by the patient . Because of fear and stigma, it may take several instances of being asked about abuse before a disclosure is made
. Following a disclosure a GP should validate someone's experience, do an immediate safety check and offer a referral to a specialist domestic violence support service and, if safe, record the discussion in the medical record . Consistently providing safe, compassionate and effective care can take an emotional toll on a clinician, and self-care is essential Feder, G., & Potter, L. (2017) . Safeguarding adults at risk of harm toolkit. London, UK: Royal College of General PractitionersRetrieved from www.rcgp.org.uk/clinical-and-research/toolkits/ safeguarding-adults-at-risk-of-harm-toolkit.aspx becoming a growing issue across the health care profession .
Witnessing someone's story of domestic abuse can elicit a range of reactions from practitioners, including anger, distress and anxiety. It can also connect to personal experiences and deeply held morals. Neighbour (1986) introduced the notion of housekeeping to consultation skills. He raised the importance of acknowledging and dealing with emotions that arise from one consultation before embarking on the next, to avoid an adverse effect on the next patient interaction.
Conclusion
DVA is prevalent among patients who present in general practice, and is linked to a wide range of common health conditions. GPs are in a good position as trusted professionals to create a context to discuss domestic abuse, to compassionately validate experiences, and to offer referral to specialist support. Approaching DVA as a long-term chronic condition can help with management of consultation time and style.
Self-care is important for ensuring clinicians maintain the emotional capacity to bear witness to suffering and offer hope to survivors of abuse.
KEY POINTS
. Following a disclosure a GP should validate someone's experience, do an immediate safety check and offer a referral to a specialist domestic violence support service and, if safe, record the discussion in the medical record . Consistently providing safe, compassionate and effective care can take an emotional toll on a clinician, and self-care is essential
